MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . m63<038575

STATE FILE NUMBER
DO NOT WRITE AMENDED Regin-ation Diimcf No _5__23_________Prrmary Registration Diwrict No. 5 a 7 3 Qi ‘s No. % 2‘

ON THIS STUB FILru uul 1 ]DW _
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Revidence before

4. COUNTY C

aScottrardsau “MM13gouri” Thibe Girardeay™ ™™™

b. CIT’( {If cutside corporate limits, give TOWNSHIP only} Length of stay in |b . CITY Intide Limits

OR
TOWN Chaffee 16 hours TOWN  Cape Glrardeau Yo X No D)

c. FULL NAME OF {If NOT in hospltal, give lecation) Inside Limirs d. :I;EEREETSS (Hf cumide, give location) Reside on Farm

WATUTIoN Ghaffee Clinic B feO 921 Chestnut ™D %X

3. NAME OF DECEASED Firss Middle Laxt 4, DATE Month Doy Year

- {Type or print) OF
Albert Leroy Goehman DEAH S e2

5 SEX 4. COLOR DR RACE 7. Married [ Nover Married [45 [8. DATE OF BIRTH | 9. AGE [last birthdsy) | IF UNDER ) YEAR IF UNDER 24 HR

Widowed ] Divarced (O Months | Days | Hoyre Min.

Male White 9/21/196% 0
10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN QF WHAT COUNIRY
durlrf moat of worhmg life, aven if ratired)

nfant Chaffee, Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

EvnesT Lenoy Goenman | Vol T Alean Crotmman

15. WAS DECEASED EVER IN U.S.JARMED FORCES? 16, SOCIAL SECURITY NO. | I7. INFORMANT Address N

{Yes, no, or unknown)[ (If yes, give war or detes of servi é'ﬂh t—s..r t- o ._,M m a h C’q DE 6‘7'- Qr‘_ul

1B8. CAUSE OF DEATH (Enter only one cause per linel — INTERVAL BETWEEN

ART 1. DEATH WAS CAUSED bY: ) - . ONSET AND DEATH
IMMEDIATE CAUSE (a) 2 5 z ngdﬁ 744? z- %;—
Conditions, [f any, DUE TO {b) m

which gave rlse to
above caure (2}

stating the under- / A_/Z;

lying cawse last. DUE TO (¢} 1 P W e ,;./__1_4

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAYH but not related to the terminal PART II1. If deceased wos female wasy
diseass condition given in PART | (&) there o pregnancy in laat 90 days,

V$ 300
Rev. 4/59

DATE AMENDED

DOCUMENT

ID Yes | [ Ne l B Unknow
19, WAS AUTOPSY Ma. ACCBENT SUICD'IDE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nasture of injury in PART | or PART ) of item 18.)

PERFORMED?
YES O NOO

20<. TIME OF  Haol  Manth, Day, Yewr |
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATION COUNTY .
WHILE AT WORK [J farm, factory, street, oHice bldg., etc.)
NOT WHILE AT WORK [J

21, 1 anended the deceased ﬁom_LLi G_Mﬂnd last saw o, allvu on_éb"/ iy

Dealh o:curred at. on the date stated above, and to the best of my knowledge, from the causes stated.

22s. SIGNA’ (Degrea or title) 22b. ADDRESS 22¢c. DATE SIGNEQ
7% :Ancm ..uﬁb/ L T ,ééo M —Zrto 7/37/53

Z1a. BUR IAL] €RE. , [ 23b. DATE 7 [23c. NAME OF CEMETERY OR CREMATORY /l 73d. LOCATION (City, tawn, ar caunty} [Stare)
REMOVAL (Specify)

Burial 9/23/1963 | Falrmount Cemetery Cape Glrardeau,Mo.

24. FUNERAL DIRECTOR ADDRESS 5. DATE RECD, BY LOCAL REG. 26. REGISTRAR’S SIGNATURE
L. L. Haman-Cape Girardeau,Mo. gﬂﬁ“ - )ee3 | Gl B 1
{

{Licensed Embalmer’s S‘ntamnnt on Reverse Side}
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. 4122

- b_ 0. Addresscg Qe GLP&PdBaQ,MOo

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in_his OWN handwriting.

If this bédy is not embalmed, fact should ‘be-so 'staled- above. =
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